The pathophysiological features of classic TN relate to compression of the trigeminal nerve root by a blood vessel at or near the root entry zone. 11, 13, 14, 16 Ectopic action potential generation in the sensory root of the nerve may be responsible for the typical, episodic, electric, lancinating pain. 8 Important contributing factors may be central and peripheral demyelination, which occur as a result of nerve root injury. 12, 15 Improvement in trigeminal nerve conduction after decompression, as shown by intraoperative electrode recordings, in association with postoperative pain relief in the vast majority of patients, corroborates evidence that compression of the trigeminal nerve by a blood vessel is a major causative or contributive factor. 3, 18, 19 Pain in the distribution of the trigeminal nerve that is described as constant, aching, throbbing, or burning has traditionally not been considered "true" TN, and as a result, nonspecific terms such as atypical TN or atypical facial pain have surfaced. The precise meaning of "atypical" facial pain remains elusive, and it is used as a catchall phrase to identify any facial pain that does not fit the classic clinical diagnostic picture of TN. The term "atypical" combines several different facial pain syndromes, and it therefore hinders and prevents further understanding of the pathophysiological origins of the disease and the development of specific treatment modalities.
We propose a new classification scheme for TN and related facial pain syndromes, one based on information obtained from the patient's medical history and with which we attempt to guide the differential diagnosis by using objective and reproducible criteria. This classification will provide a standardized framework with which the natural history and pathophysiological features of different facial pain syndromes can be better understood. Based on specific, objective, and reproducible criteria, a classification scheme for trigeminal neuralgia (TN) and related facial pain syndromes is proposed. Such a classification scheme is based on information provided in the patient's history and incorporates seven diagnostic criteria, as follows. 1) and 2) Trigeminal neuralgia Types 1 and 2 (TN1 and TN2) refer to idiopathic, spontaneous facial pain that is either predominantly episodic (as in TN1) or constant (as in TN2) in nature. 3) Trigeminal neuropathic pain results from unintentional injury to the trigeminal nerve from trauma or surgery. 4) Trigeminal deafferentation pain results from intentional injury to the nerve by peripheral nerve ablation, gangliolysis, or rhizotomy in an attempt to treat either TN or other related facial pain. 5) Symptomatic TN results from multiple sclerosis. 6) Postherpetic TN follows a cutaneous herpes zoster outbreak in the trigeminal distribution. 7) The category of atypical facial pain is reserved for facial pain secondary to a somatoform pain disorder and requires psychological testing for diagnostic confirmation. The purpose of a classification scheme like this is to advocate a more rigorous, standardized natural history and outcome studies for TN and related facial pain syndromes.
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Abbreviations used in this paper: MS = multiple sclerosis; TN = trigeminal neuralgia; TN1 = TN Type 1; TN2 = TN Type 2.
CLASSIFICATION SYSTEM

Idiopathic TN1 and TN2
In the classification scheme we propose, a diagnosis that was previously referred to as classic or typical TN is referred to as TN1. As described earlier, this is an idiopathic sharp, shooting, electrical shock-like, episodic pain lasting several seconds, with pain-free intervals between attacks. This diagnosis is fairly straightforward and most neurosurgeons are familiar with this clinical entity.
We propose that TN2 describes idiopathic trigeminal facial pain that is aching, throbbing, or burning for more than 50% of the time and is constant in nature (constant background pain being the most significant attribute). There may be a minor component of sharp, episodic pain. In the absence of a demonstrable structural pathological entity, we theorize that if left untreated, TN1 progresses toward TN2 and signifies further neural injury. 6, 7, 9 In cases of facial pain with the features of TN2, the likelihood of detecting a structural entit, such as a tumor or a vascular malformation in the posterior fossa is higher. 5 With this in mind, the neurosurgeon should obtain imaging studies in these patients before a definitive diagnosis of TN2 is made.
Neuropathic and Deafferentation TN
Pain in the distribution of the trigeminal nerve in patients with a history of injury to the trigeminal system identifies a specific subset of cases. The patients in these cases are suffering from a form of neuropathic pain involving the trigeminal system, as opposed to the idiopathic forms of TN (TN1 and TN2). This group of patients is divided into two subsets. The first, trigeminal neuropathic pain, includes patients who have suffered unintentional injury to the trigeminal system as a result of facial trauma; oral surgery; ear, nose, and throat surgery; skull base surgery; posterior fossa surgery; or stroke. The second, trigeminal deafferentation pain, includes patients who received intentional injury to their trigeminal system, such as neurectomy, gangliolysis, rhizotomy, nucleotomy, tractotomy, or other denervating procedures. Trigeminal neuropathic pain mostly constitutes an unremitting throbbing or burning in the affected area, whereas trigeminal deafferentation pain is described as burning, crawling, itching, or tearing. Anesthesia dolorosa, an extreme condition, is described as excruciating pain perceived in an insensate region of the face.
Symptomatic and Postherpetic TN
Two separate criteria easily identified in the patient's history are worthy of inclusion. One, symptomatic TN, describes the association of TN with MS. In patients with TN who are younger than 40 years of age, particularly those with evidence of sensorimotor dysfunction, a diagnosis of MS should be considered. Approximately 1% of patients with TN have MS; conversely, the incidence of TN in the population of patients with MS is between 1 and 3%. 17 The pathological origin in these cases appears to be demyelination, either in the trigeminal nerve or within the descending tract of the trigeminal system in the brainstem. Pain is characteristically either episodic or constant in nature. The other, postherpetic TN, describes trigeminal pain resulting from an outbreak of facial herpes zoster. This condition usually affects the first division and is marked by the development of allodynia superimposed on a burning dysesthesia. Trophic changes may be noted.
Atypical Facial Pain
A final criterion in our classification scheme is atypical facial pain. We propose that this term be limited to patients reporting facial pain in the context of a somatoform pain disorder. These patients usually experience bilateral facial pain, which spreads outside a trigeminal distribution, along with multiple pain complaints in other body regions, including diagnostic clustering such as fibromyalgia or chronic fatigue syndrome. Patients must be evaluated using psychological testing prior to confirmation of this diagnosis.
CONCLUSIONS
The major advantage of the classification scheme proposed, which is summarized in Table 1 , is to provide a simple framework with which even the most inexperienced neurosurgeon can make an accurate diagnosis and provide adequate advice regarding treatment modalities and prognosis. A further advantage is more accurate, rigorous, and precise communication among different specialists treating patients with TN and related facial pain syndromes, with facilitation of additional natural history and outcome studies in the field of facial pain management. 
